FOR the short address which the President is expected to give on this occasion, I halve chosen a subject which for some reason or other has figured very seldom in our discussions during the twenty years of my membership of the Section Syphilis as seen by the Aural Surgeon.
It may be admitted that this is a subject of diminishing importance becaise of its diminishing incidence, but cases of syphilis are still of such considerable frequency, and are so easilv missed, that it is necessary for us to be reminded from time to time that this underlying constitutional disease may be the explanation of a case which is otherwise difficult to explain.
There are two reasons why the ear and throat surgeon should have the possibility of syphilis continually before him. First of all, his missing of this basal factor in the production of the symptom or symptoms for which he is consulted, would of course render his treatment of these symptoms imperfect arnd probably fruitless. Secondly, there is a larger and in some respects a more important point of view. These symptoms are but the efflorescence of an underlying constitutional infection, in a sense a fortunate efflorescence, as in a very large proportion of cases, the more usual primary and secondary signs have escaped notice. If we on our part miss these signs, occurring in a region for which we assume responsibility, then the constitutional disease reinains untreated; and however important and distressing miiay be the symptoms for which our aid is sought, thev are probably nothing as compared with the possibilities of the more remote future, e.g. general paralysis or tabes.
Nothing has impressed me more in connexion with this subject than the large proportion of cases among women wi-ho have had no suspicion of the cause of their symptoms genuine cases of syphilis insontium (syphilis of the innocent). Probably because they were innocent victims of erring husbands they were not on the look-out for primary and secondary signs as a more sophisticated member of their sex might lhave been, and theyr allowed these early signs to pass without seeking advice.
This large number of unsuspected cases leads one to take certain precautions as to making known the (liagnosis. It is obvious that on first seeing the patient one has no right to give a (liagnosis of syphilis nor even to ask such direct questions as may betray to the patient the trend of one's mind. A declaration of the diagnosis is likely to lead to a considerable domestic upheaval, and me have no right to risk this without being absolutely sure of our ground. My ecustom has been when the svymptoms suggest the possibility of syphilis, to take blood for a Wassermann test on the patient's first visit. The Words Wassermann or blood test, however, are forbidden in the Clinic, as so many patients nowadays know their significance. It is gyenerally sufficient to explain that we may get some help from a detailed examination DEC.-OTOL. 1 of the blood. As a rule at this first visit a mixture of potassium iodide and mercury is also prescribed for diagnostic purposes. When the patient returns in one or two weeks we have the Wassermann report to hand, and in the case of mucous membrane lesions, even this short administration of iodide and mercury has in most cases produced an improvement, so that we are in a position to give a definite diagnosis. It is not always considered advisable to do so, however. If a patient is a woman past the child-bearing stage, for instance, it may be justifiable to have her treated without explaining further. Of course, to transfer a patient from hospital to the venereal diseases clinic is tantamount to giving a diagnosis, and to get over this difficulty, in the Hull Royal Infirmary the staff made representations to the Board that one of the syphilologists of the city venereal diseases department should be made an honorary member of the staff, so that he could treat in hospital such patients as we might wish to have treated without declaring the diagnosis.
On the other hand there is the question to be faced whether the patient shouldl not be told frankly and urged to arrange for a blood examination of husband and children.
My special interest in the subject occurred in this way: Some fifteen years ago, when our two Sections met on different days, I used to justify my leaving my practice for a single meeting by putting in also a visit to such of my friends in town as happened to have a clinic on Friday afternoons. Sitting thus one day, with one who like myself is now among the seniors of the Section, I remarked, after a patient bad left the room, " What about the possibility of syphilis in that case ? My friend's reply was that he saw syphilis so seldom, the idea had not occurred to him. He was sure he did not see a dozen cases of syphilis in a year.
On my way home I pondered over this remark, feeling sure that I saw many more cases than was the experience of my friend, and it occurred to me that practising in a large seaport, it was possible that I might have a better opportunity than usual of doing some statistical research on the subject. I began straightway to keep records of the syphilitic cases that came my way, and in ten years had collected notes of .500 cases-including of course a larger number of affections of the throat and nose than of aural syphilis, although it is only of the last named I wish to speak in this Section of Otology. I ceased the investigation at the end of ten years for two reasons. In the first place 500 cases seemed to be a sufficient number from which to form one's conclusions, and secondly by that time my clinics had undergone some change. With their growth less of the work was under my personal supervision and at the Children's Hospital, where I had seen most of the congenital cases, my junior had taken over the outpatient clinic entirely.
For the purpose of comparison in this address I abstracted the cases diagnosed in both clinics during last year, 1938, and found they amounted to less than half of the yearly average of my ten years ending 1934. This fact deserves some reflection. Does it mean that in these recent years we are at last getting the full benefit of the intensive treatment which has been in vogue for a generation or so ? I remember that ten years ago when I was midway in my investigation, I asked an alienist whether he found that his admissions for general paralysis of the insane had diminished since the arsenical treatment of syphilis had been introduced. His replv was in the negative, but he reminded me that general paralysis was as a rule a very late manifestation of syphilis, beginning on the average twenty to twenty-five years after infection, and that we had not yet been using the arsenical injections very generally for that length of time. His successor, however, informs me this year that the number of admissions for general paralysis is now very much reduced.
It is probably true, therefore, that we are now seeing a real reduction in the secondary and tertiary signs of syphilis because of timely and successful treatment of the early stages of the disease.
There is also the question of a diminished incidence of the disease itself.
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Dr. Barlee, who is in charge of the city venereal disease department in Hull, has very kindly provided me with statistics covering a period of years, and these show a distinct downward trend. New cases in 1934 for instance, i.e. the end of my ten years' period, numbered 246. In 1938 they had fallen to 150. In 1920 and 1921, immediately after the last war, the figures were 684 and 557 respectively. If history repeats itself, so that we find an increased incidence after the present war, it will not have proved inappropriate that we should be discussing this subject to-day.
All the cases included in the series were in my opinion genuine cases of syphilis.
Any doubtful cases were excluded. 9400 gave a positive Wassermann and all of the remainder showed unequivocal signs such as interstitial keratitis and Hutchinson's teeth in congenital cases, radiate scarring on the posterior wall of the pharynx, or palatal gaps in acquired cases, or a definite history of infection and treatment. I frankly admit that during my investigation I asked for a blood examination in every case in which I thought there might be the slightest possibility of syphilis, but this is no more than should be our custom at all times. One meets with practitioners who seem to think that when you have asked for a report on the blood and it proves to be negative, you have made a mistake in diagnosis. We might as well make the same accusation against a physician who examined the urine only to find it quite free of albumin or sugar, or who used his stethoscope and had to report that the heart sounds were normal. One conclusion I came to quite early, and it was confirmed more and more as time went on, was that if a case does not fit easily into any of the common categories it is well to exclude the possibility of syphilis; or if what has seemed to be an ordinary case of one of the common conditions does not respond to treatment, again it is well to make sure that an underlying syphilis does not explain the failure. I made it a rule in the wards that if an operation case did not do as well as usual, the blood should be examined. A positive Wassermann is obtained often enough at any rate to justify the rule. It will be remembered that A. J. Wright (1930) drew attention to delayed healing after sinus operations, from the same cause. The subject of aural syphilis is too large to allow of any attempt to overtake it in detail in a short address. I propose therefore to confine myself to a general review of the ear conditions most commonly encountered, with special reference to their relative frequency. I make no attempt to deal in detail with the pathology of the various conditions. HEREDITARY 
SYPHILIS IN THE EAR
There is no primary sore in hereditary syphilis. The child as a rule has been infected by the blood-stream of the mother and even in utero his blood may be as highly charged with the virus as is the blood of an adult in the efflorescent period of the acquired disease.
We have thus in hereditary syphilis to consider only the secondary and tertiary stages of the disease and the two main classes of ear manifestations correspond more or less with these two stages. French otologists speak of the " Precoce " and the " Tardive " types, just as we speak of the early and late. The Precoce or early type includes not only the meningo-neuritis and meningo-neurolabyrinthitis associated with syphilitic basal meningitis, but also otolabyrinthitis, the effects of which are confined mainly to the labyrinth and the middle ear. These two early types admittedly belong to the secondary stage of syphilis. The Tardive or late type is exemplified chiefly by deafness following interstitial keratitis generally about the age of 9 years, and this is mainly a labyrinthitis. Hutchinson at one time was inclined to include these cases also as belonging to the secondary stage of the disease, on account of the eye and ear conditions being as a rule bilateral. It has to be noted, however, that the affections of the eye and ear are only ultimately bilateral. The lesion begins on one side, and weeks or months later the other is affected. There is thus a marked contrast to the skin conditions of the secondary stage of the acquired disease, in which the rash appears with more or less constant symmetry.
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The chief practical difference between the early and the late cases of hereditary syphilitic deafness consists in their effect on speech. In the early cases the destruction of the hearing most frequently occurs before the child has learned to speak, and he is (lestined to be a deaf-mute, whereas in the late cases, speech has as a rule been established, and although the loss of hearing may be extreme, speech is likely to be maintained, although probably in the monotonous voice peculiar to the very deaf.
It may be convenient at this point to refer further to the relationship between hereditary syphilis and deaf-mutism. The Wassermann test as applied to any series of deaf-mutes is not a completely reliable guide. Everyone knows that it is common enough to obtain a negative Wassermann, and even a second negative after provocative medication, in congenital syphilis when Hutchinson's teeth and interstitial keratitis leave no reasonable doubt as to the condition. Urbantschitch (as quoted by Ramadier) records 14% of positive results in a series of deaf-mutes.
In the deaf school in Hull, where we have made a point of securing a blood examination for every entrant if the parents agree, the proportion of positive reactions to the Wassermann test was 19%. We may safely conclude that the actual proportion of syphilitic children in the school is at least 25%, the figure arrived at by G. de Parell (as quoted by Ramadier) and separately, by Beek basing their conclusions on an investigation of the family history as well as the serological tests.
I shall now discuss the early cases a little more fully. First we have a meningo-neuritis affecting the 8th nerve as part of a syphilitic basal meningitis. Mayer has described post mortem an infection arising in the subarachnoid space and infiltrating the nerve fibres of the acoustic, then the perivascular spaces of the columella, the ganglion spirale, and the organ of Corti. Haik has reported analogous findings.
Secondly we have otolabyrinthitis in which the attack is on the middle ear and labyrinth. The outstanding features are sudden onset, without pain or malaise; a little pus on the pillow may be the first indication. Unfortunately, this is also true of tuberculous otitis media and even occurs sometimes in the more common types of suppuration. It is so common in syphilitic cases, however, that it is a good rule to remember the possibility of syphilis when such an onset occurs. Fournier (1886) stated that a large proportion of the cases of bilateral otitis media in very young children have a syphilitic basis. On the other hand, Brockaert and Cheatle deny this. I agree with the latter view. Members of the Section may remember that a few years ago I presented an analysis of my cases of otorrhea in children under 3 years of age and stated that 400 0 were bilateral, not necessarily Mwhen first seen, but the second ear requiring treatmnent some days after the first. V'ery few of these cases proved to be syphilitic.
In these cases of otolabyrinthitis, the spirochaetes with their predilection for periosteum and periehondriuim, probably attack first the mueoperiosteum of the inner wall of the imiiddle ear, and proceed to such an infiltration of the thin plate of bone as leadls to definite changes on both aspects of it. On the one side we have an otitis media going on perhaps to suppuration and otorrhea; on the other side we have invasion of the labyrinth with destruction of the delicate nerve endings and consequent labyrinth deafness. Doubtless the process can occur in all kinds of gradation, with preponderance of effect to one side or the other of the party wall. We have thus a class of case among this early group in which there is no otorrhcea and in which the mischief seems to be confined to the inner ear. Baratoux, in a series of post-mortems, found the lesion confined to the labyrinth in four cases, while 12 showed lesions involving both labyrinth and middle ear.
The most distressing reflection in connexion with these cases of the early type is the fact that nearly always our diagnosis is made in retrospect, and after the internal ear is damaged beyond repair. The child is brought to us because he is making no attempt to speak and is suspected of not being able to hear even loud noises. A story of a previous illness suggestive of a mild meningitis, or of an otorrhoea such as I have described, leads us to have an examination of the blood and the diagnosis is beyond dispute. In my series I classed four cases as being meningitis and 11 as otolabyrinthitis.
DEAFNESS OF LATER ONSET IN HEREDITARY SYPHILIS
When a child, the subject of inherited syphilis, passes through the first few years of life without being affected by any of the ear conditions already referred to, he has still to run his greatest risk as far as the loss of hearing is concerned. The labyrinthitis which, associated with interstitial keratitis and notched teeth, completes the wellknown Hutchinson triad, constitutes the largest and most distinctive group of ear affections due to hereditary syphilis. In my series it occurred in 44 out of 121 congenital cases, very many of that total not presenting ear conditions at all, at least during the time of observation.
This most common form of deafness in congenital syphilis is an affection of the labyrinth without any obvious involvement of the middle ear. It may be equally innocent of any involvement of the auditory nerve or meninges, and is never associated with coincident affections of other cranial nerves. As Ramadier (1928) says : " it forms a class as distinctive and as well recognized as any other entity in aural practice, better defined now with our improved means of examining both cochlear and vestibular functions, but sufficiently well recognized at a much earlier date."
Hutchinson (1863), who was the first to define it, wrote: " A form of deafness which occurs in these cases and which as far as what little observation I have made on the subject goes, appears to be peculiar to them, is one in which the function fails without any external disease. It is usually symmetrical, not infrequently its stages are rapidly passed through, and a patient who six months ago could hear almost perfectly, becomes, without otorrhcea and mithout any marked degree of painutterly deaf ".
In 1886 Fournier describes the condition in expressive language which it is difficult to translate without losing much of its forcefulness. a profound deafness which one meets with in hereditary syphilis in the second infancy or in adolescence. It comes on without the usual concomita of an otitis, without any objective signs to explain it. It begins suddenly and develops with a rapidity surprising and extraordinary in a short time reaches a considerable intensity and as a rule persists in that state rebellious to all intervention. The child or adolescent begins to lose the hearing in one ear. From day to day, quite literally, the hearing becomes worse and worse until in some weeks or a month or two months he hears nothing at all in that ear. For a variable period things remain in this state, then the other ear, unaffected till now takes its turn. The hearing declines on that side and with the same rapidity as on the other, and soon it is quite gone, leaving the patient conipletely deaf. The connexion between this form of deafness and hereditarv syphilis is proved by numerous observations in which one has seen it occur among subjects the issue of syphilitic parents as also among subjects presenting in themselves the stigmata of hereditary syphilis."
These descriptions of seventy-five and fifty years ago are accepted to-day as essentially correct.
Both the interstitial keratitis and the deafness are practically always ultimatelv bilateral. The age of onset of the deafness is generally between 8 and 15 years but it may occur as early as 4 years, and in two of my cases it first appeared at 45) and 47. The deafness as a rule supervenes two or three years after the keratitis; in only one of my cases did it antedate the eye condition. The late J. S. Fraser (1936) also reported one such case.
This form of deafness probably never occurs in the acquired disease. Ramadier found in the literature only three cases attributed to acquired syphilis, but from the histories questioned the accuracy of the allocation. Similarly, Hutchinson recorded that he had met with only one case of bilateral keratitis in the acquired disease. The cases I have already referred to in which the deafness began at 45 and 47 might have been suspected of being subjects of the acquired form of syphilis but for the obvious signs of past interstitial keratitis and other stigmata of the congenital disease.
All observers agree with Hutchinson that the incidence is twice as great among females as among males. In my series it was exactly so. Tinnitus is a very frequent symptom. The noises may precede the deafness and may persist long after the hearing is completely lost. Vertigo is almost as frequent as tinnitus and occurs in all degrees of severity. One of my patients had fallen downstairs and another was unable to go out alone. Spontaneous nystagmus was noted in two of my cases.
Coincident with the ear symptoms in this class of case there may be syphilitic lesions of the nose, pharynx, or palate, or more frequently there are signs that such lesions have existed, but they are not at all constant like the keratitis. In my series of 44 cases, 15 showed such lesions, while 40 showed unmistakable signs of the eye affection. DIAGNOSIS
The otoscopic appearances are not of much value, and the Eustachian tubes are habitually patent. In Hutchinson's book (1863), already referred to, " Diseases of the Eye and Ear Consequent on Inherited Syphilis ", 21 cases are quoted as the basis of his earliest observation of the occurrence of this late form of deafness in hereditary syphilis. In the first 15 he says he had too readily accepted statements of past ear discharge, this being in accord with his expectations. He admits that no examination of the ears was attempted. In the six last cases, however, feeling himself on the track of something not hitherto thought of, he solicited help in a detailed examination of the ear and all these were without any evidence of past or present middle-ear disease. He and his colleague had not our present advantages in the matter of modern tests for acuity of hearing or for recognizing defects of the vestibular apparatus, but he was able to arrive at the conclusion in advance of all others, that " the deafness in these cases is due either to disease of the nerves or of their distribution in the labyrinth ".
The functional tests as a rule, however, are more constant. The deafness is of more extreme degree than one expects in children the subjects of a catarrhal or suppurative condition. Ramadier in 39 cases, that is 78 ears, found that 19% of ears could not hear a shout. In my series of 44 cases (88 ears) 29% failed in the same test. The degree of deafness depends largely on how early the case is seen. As Ramadier puts it, " The loss of hearing is always severe or destined to become so ".
Bone conduction may be well conserved for low tuning-forks-that is below 128 D,V.-while for the high notes it is not so.
Vestibule.-It is almost invariably the rule that the ravages of syphilis in this form of the disease extend to the vestibule as well as to the cochlea. Although the subjective signs of giddiness frequently fail us, either because they have been unnoticed or forgotten by the young patient, it is very seldom that the objective tests fail to indicate a partial or complete abrogation of vestibular function: and if, in a case which otherwise appears to belong to this group, the vestibular tests give a normal response, it is well to re-examine after an interval.
I might quote one case in which the cold caloric test gave absolutely normal reactions on both sides although giddiness was present when the deafness and tinnitus began three months earlier. It was a case of late onset-a woman of 32, with steaminess of both cornee and a history of blindness at about the age of 16 when she attended the Eye Department for two periods of ten months and six months. The teeth were irregular but not conclusive, and the Wassermann reaction was negative as regards both blood and cerebrospinal fluid, so that the complete retention of the 92 6 vestibular function made me place her only with a query mark among the group. I examined her again after an interval of twelve months. The hearing was still further diminished and the cold caloric reaction was totally absent in the right ear, while on the left side it was very much delayed and diminished.
EAR CONDITIONS IN ACQUIRED SYPHILIS
The ear conditions met with in acquired syphilis must be dealt with very briefly. I have not seen a primary sore. It is said to have occurred occasionally on the auricle as a result of biting, kissing, or piercing the lobe with an infected instrument. It has also been reported as developing at the orifice of the Eustachian tube from the use of an unclean catheter.
In the secondary stage of the disease, syphilides can occur on the auricle as on any other part of the skin. Moreover, as the epidermis of the external auditory meatus is relatively moist, condylomata may occur there. Three cases in my series presented such condylomata which cleared up quickly under antisyphilitic treatment.
The middle-ear conditions connected with the secondary stage correspond to a large extent with those described for the early congenital cases. There may be seen an ordinary catarrhal or suppurative otitis media dependent on a syphilitic lesion in the throat or nasopharynx. I have notes of seven such cases, and all resolved quickly when the throat lesion responded to the proper treatment.
On the other hand there may be a genuine specific invasion analogous to the otolabyrinthitis already described. The onset is generally sudden and the degree of deafness is out of all proportion to the otoscopic signs. Tinnitus and giddiness are generally severe and bone conduction is as a rule much diminished.
Mastoiditis has been reported by Droesbeque in 1922 (quoted by Ramadier) as occurring in the fifteenth month of the infection and revealing on operation a sequestrum without any pus. The most important ear conditions of the secondary stage, however, in the acquired disease as in the hereditary, are those affecting the perception apparatus. Most authors agree that the nerve affections are twice as numerous as all the other affections combined. The common condition is a meningo-neurolabyrinthitis, similar to that lesion in the early hereditary form which so often results in deaf-mutism.
As this nerve deafness of the secondary stage is apt to coincide with the period of active treatment, it has sometimes been attributed to arsenical poisoning, so that it has quite commonly been stated that in employing the arsenical preparations one should be on the lookout for the onset of deafness. Ramadier (1928) discusses the question at some length and comes to the conclusion that there may have been some appearance of truth in the argument in the early days of the arsenical treatment before dosage became standardized. In his view, the danger lies in small dosage, which merely suffices to curb the development of the secondary signs and suppress the rash. As the full efflorescence of the secondary signs indicates and coincides with the maximum output of the antibodies which Nature prepares as its own contribution to the fight against the spirochaetes, it is possible that insufficient medication really deprives the tissues of more natural protection than is being artificially supplied. The loss is apt to affect in greater degree the less vascular nerve tissues and thus the auditory nerve suffers, not from arsenical poisoning but from the want of protection against the virus. Ramadier concludes that the drug should not be stopped but rather that it should be pushed.
In the tertiary stage, gummata may occur on the auricle or in the meatus. In two of my cases ulceration in the meatus with the formation of granulations was not unlike the condylomata already referred to as occurring in three cases, but in one of them there was an obvious tertiary lesion on the forehead (corona veneris) and in the other, two large healed gaps in the nasal septum. In both cases the ear condition resolved in two wreeks under antisyphilitic treatment ; in the former the forehead had also healed although it had previously resisted various local applications over a period of eighteen months. In the middle ear the same conditions may occasionallv be found as in the secondary stage an incidental catarrhal or suppurative condition arising from specific throat affection or a syphilitic otolabyrinthitis, producing both middle-ear and internal-ear signs.
In my series I classed seven cases as otolabyrinthitis, of which four were bilateral and three unilateral.
The mastoid process was affected in two cases. In one the outstanding feature was a thickened adherent periosteum and in the other a sequestrum was present.
By far the most common condition found, however, in the tertiary stage as in the secondary, is a neurolabyrinthitis without any obvious involvement of the middle ear. It may be due to miliary gummata in the endosteum of the labyrinth analogous to that described by Fraser and Mayer in the late hereditary cases, but we await post-mortem confirmation of this.
This neurolabyrinthitis of acquired syphilis is most frequently bilateral. Of 59 cases in my series 39 were bilateral and 13 unilateral. As those 13 remained unilateral all the time they were under observation, it appears that the condition is not uniformly bilateral as in the late hereditary form.
Noises and giddiness were a marked feature in about one-half of the cases. Spontaneous nystagmus was noted three times. The cold caloric test yielded a normal reaction more frequently than not, in marked contrast to the results of this test in the late congenital group. Coincident paralysis, which never occurs in the congenital cases, was noted seven times, three being facial paralysis, three vocal cord, and one ptosis.
In eight cases the neurolabyrinthitis was associated with tabes dorsalis. In one other tabetic the condition may have been an otolabyrinthitis, as on her second visit five weeks after she was first seen an aural discharge had supervened. This patient was so completely deaf that questions had to be communicated to her by writing. She came into the consulting room with a wide unsteady gait and was found to have Argyll Robertson pupils and no knee-jerks. Treatment gave her a dry ear but no restoration of hearing.
To sum up one might say that the key to the understanding of syphilis of the ear is to be found in the well-known predilection of the spirochate for nerve tissue and periosteum. In almost all of the syphilitic cases that come to Us with ear symptoms, the site of the attack is one or other of these structures. The outlook as far as hearing is concerned is the poorest possible, because although energetic treatment may lead to resolution of the gross lesion, during the period of its activity before our intervention takes place, there has already occurred such an inflammatorv invasion of the labyrinth as has crushed the delicate nerve endings beyond any hope of repair.
A syphilitic bone lesion in the ear as elsewhere, may resolve under energetic treatment; a neuritis or meningitis may also respond; but when the restricted spaces of the cochlea and vestibule have been invaded by inflammatory products under pressure, there seems to be no hope of recovery of function.
Apart from the cases of coincidental catarrhal or suppurative deafness already referred to, I have seldom seen any improvement at all in the hearing even after prolonged medication. Discussion.-Mr. \VATKYN-THOMAS mentioned a case of a man of 40 who had noticed slight deafness for many years. Suddenly he went nearly completely deaf. No hearing in one ear and raised voice only in the other. There was no tinnitus or vertigo. Bone conduction seemed completely lost. There was no history of syphilis, but there had been some eye trouble in his early teens and all his teeth had been extracted. Fundus examination showed tesselated choroiditis and the MVassermann reaction was positive; there was some improvement on antisyphilitic treatment. This was undoubtedly a late manifestation in a congenital case.
REI'ERENCES
In continental literature frequent reference was made to the dissociation of labyrinth signs in these cases. He had personally seen Hennebert's sign the " fistula reaction " without a fistula but to his own satisfaction he had never been able to demonstrate dissociation between the caloric and rotatory tests. Dr. DAVID NABARRO said that he had been induced to come to that meeting, although not a member of the Section, by the title of the President's Address. He had been interested in congenita syphilis for a number of vears, and he was rather intrigued to hear what the President had to say about the ear in hereditary syphilis. He had been agreeably surprised at the wealth of information which Mr. Rodger had accumulated on that interesting aspect of the disease. The Hennebert syndrome, so far as he knew, had received very little attention in this country, and in fact the only paper he could recall on the subject at the moment was that by Mr. Nehemiah Asherson some years ago, written about some of his own (Dr. Nabarro's) cases which he had had the opportunity of studying (J. Laryng. and Otol., 1931, 46, 326) .
Several points of interest emerged from the President's remarks, and with most of them his own experience was in accord. But he was happy to say that from that same experience he did not take the pessimistic view which the President had done about the number of cases of absolute deafness which were seen as a result of hereditary syphilis. Perhaps this was explained by the fact that the cases which he himself had seen at the Great Ormond Street Hospital were all young cases, who by the time they reached the age of 20 had been through a course of treatment and were presumably cured so that deafness was not likely to supervene.
During the course of treatment a mother might say of her child that it was becoming deaf. This might be due to other causes than nerve deafness. At his clinic such cases were sent to the ear department, and not infrequently blocks of wax were discovered, and when these were removed the deafness disappeared. In another group of cases the deafness was of catarrhal origin a middle-ear type and here again when the child was sent to the ear department and treated from that point of view, the deafness after a time disappeared entirely or became less marked. It was true that there appeared to be certain cases which had a mixed origin, being partly syphilitic and partly catarrhal. These tended to show alternations of deafness and improvement in the hearing.
But the really syphilitic cases had been in his experience very few indeed. Some of them were in elderly patients who had had interstitial keratitis years ago and became deaf at 40 or 45 through not having been properly treated. His contention was that in these days when congenital syphilis was as a rule properly treated, this serious deafness need not be anticipated. The great aim was prevention. If the children were adequately treated over one or two or possibly three years then he believed a very good prognosis could be given as regards the probability of deafness supervening later on. W'hen a mother was accidentally discovered to be syphilitic, their professional duty was to the children. They must be examined and their blood must be tested. They were at the beginning of their lives, and it was known that if properly treated in their early days these congenital syphilitics could be made useful members of society and free from any disease, and it was their duty as medical men to see that the children were so treated. As to trouble in the family resulting from disclosure, he usually overcame that by saying that the condition of syphilis might well have been passed on from parent to child and did not necessarily involve individual misdoing. Indeed, there was such a thing as third-generation syphilis, as he had proved in an address given some six years ago. He was convinced that the untreated congenital syphilitic mother could have congenital syphilitic children, and therefore he was able to tell the family that this circumstance did not prove anything against the husband, and that the syphilis might have been inherited from parents or even possibly from grandparents. If only it were possible to go further back and have a Wassermann test of every pregnant woman they would get down to bedrock. It would then be possible not only to prevent the untoward results of the mother's syphilis but to ensure that the next generation was free from the disease.
AIr. T. B. LXYTON said that he wras v-ery glad that the President had raised the ethical problem in connexion with this subject; it was a point of which they all needed to be reminded from time to time. In the case of the woman of 45 who had some young children he was entirely in agreement with Dr. Nabarro that one should face the possibility of unpleasantness in the family and insist upon blood examinations of the children being made. If, of course, the woman had no children and was not likely to have any, it might be justifiable to refrain from suggesting syphilis as the cause of deafness.
He had also been interested in hearing the President's remarks on the relics of the old method of diagnosis by means of potassium iodide, probably before the days of the WNassermann test. On another point of diagnosis supposing anything went wrong with the laboratory investigation and it was desired to take another sample of blood once potassium iodide and mercury had been given one would be faced with the problem of not knowing whether the result was valid or whether to withhold treatment for a month or so.
From the clinical point of view he wanted to speak particularly about one type of case, namely, that of the patient with congenital deafness associated with the eye condition in the young adult.
His experience did not fit in with what M\r. Rodger had said, or rather it fitted in with only one group of cases to which he had alluded, and he felt that the explanation was to be found in Dr. Nabarro's remarks. He did not remember the late form of labyrinthitis starting at the age of 10 to 14, but rather from 17 to 20 or 21. The only symptoms w,ere deafness and keratitis.
He did not remember ever seeing such a case with Hutchinson's teeth or with any other tertiary syphilitic lesion in the upper respiratory tract. It was possible that there were two groups of cases of congenital syphilis, one comprising such cases as he had just mentioned, and the other such cases as Dr. Nabarro had dealt with coming on at an earlier age and in which the hearing could be saved. The young persons to whom he referred presented very tragic cases; they were particularly fine specimens of humanity becoming affected both with deafness and blindness; and in his experience no treatment had any effect upon the former.
In two cases he had been able to trace the condition back and in both of them the patient was the child of a mother who probably had had an extremely attenuated form of syphilis derived from the husband who had been treated for the condition some years previously and had every reason to suppose at the time he married that he was absolutely cured. One of these had the following history: A man had had syphilis while serving in the Army at some time in the late eighties. He had every reason to believe that he had been cured for some eight years when he married in the early years of the present century. His wife had nevrer shown any symptoms to suggest that she had contracted syphilis, but deafness developed in their child at the age of about 20 just after the last war. On tracing out the case, the mother had a positive WNassermann, as also had the father. In those days injection treatment had not been started, and the father before he married was quite justified in supposing that he was all right and could marry without danger. In such a case the congenital syphilitic would not be saved from eventual deafness by such treatment as Dr. Nabarro had instituted, because the child in early life, up to 17 or 18 years of age, would never have shown any symptoms of deafness or other syphilitic lesion.
The President had spoken of cases which came on at the ages of 32, 45, and 47. He had always thought that a patient was fairly safe once he had got well into the twenties say 22 or 23and he wondered whether the patient who developed the condition at the age of 32 really belonged to the same type; and he (lueried whether cases which were said to have arisen at the ages of 45 and 47 were not those of some other type of deafness. In one such case a positive Wassermann was not obtainable either from the blood or the cerebrospinal fluid. Therefore although the President had rather shocked him from the point of view of the prognosis which he had had occasion to give once or twice, he was not entirely convinced as to these late occurrences, and he desired to know what was the latest age at which these manifestations might be expected.
Mr. E. D. D. DAVIs agreed with Dr. Nabarro that syphilis of the ear was not at all common. Occasionally one saw a congenital syphilitic patient with chronic suppuration of the ear, and in that case the deafness was very marked. It was just like tuberculosis. The cases did not respond to treatment quickly. A similar thing happened in an operation case which did not heal well, and on investigation a positive WTassermann was found.
With regard to cases of nerve deafness he had the impression that in tabes and general paralysis of the insane, nerve deafness was nothing like so common as optic atrophy. At one time he was interested in nerve deafness in cases of tabes and other types of syphilis, but the cases of nerve deafness proved to be extremely few. It might be that the deafness was obscured by other nervous symptoms which were more important.
Rutin of Vienna stated that it was necessary to be careful in giving the first dose of salvarsan in an early case. He believed that the vomiting and vertigo were due to the toxic effect on the vestibular nerve occurring as a result of a full dose of salvarsan, and he advocated first treating the patient with mercury and potassium iodide and then going on to salvarsan. By so doing he claimed that he was able to eliminate the toxic effect on the vestibular nerve. It is possible that some cases which had been diagnosed as otosclerosis might have had a syphilitic taint. He himself once had a young woman patient, aged about 30, who had typical otosclerosis. Afterwards she went to Lausanne to see an aurist, and to the speaker's surprise the aurist found that she had a positive Wassermann. After that experience he began to investigate his cases of otosclerosis but he never found indications of syphilis inany others. The girl in question had no other signs or history of syphilis whatsoever.
The President had mentioned an infection of the Eustachian tube by the catheter. For his part he doubted whether that had ever occurred, but he had seen cases of syphilitic ulceration of the nasopharynx with a gumma of the palate. Cases of chronic otorrhoea with a marked degree of deafness should be investigated for tuberculosis and for syphilis.
Mr. FLETT said that he had one case in which the diagnosis between arsenical intoxication of the labyrinth and syphilitic infection was in doubt. The patient was the most acute case of secondary syphilis he had seen. He came up with very large tonsils and a temperature of about 103°F. His throat affection went on almost to bilateral quinsy, both drums became very much indrawn, and the patient was exceedingly deaf. After arsenical treatment the deafness became much more pronounced. In view of the local condition of the throat he did not like to catheterize the Eustachian tube, and it was thought that the deafness was probably due to the arsenical treatment. The treatment was stopped temporarily, but the man now was totally deaf. This is in accordance with Ramadier's statement that the antisyphilitic treatment must be continued.
Mr. R. G. MACBETH asked how vertiginous symptoms in syphilitic cases responded to treatment. He was prompted to ask this question from his recollection of a case of a man of 40 who had been treated for congenital syphilis since the age of 12, though deafness had not been pronounced until the age of 20. This man had become progressively and profoundly deaf though not completely so, and a few years ago showed a condition clinically indistinguishable from Meniere's symptom complex. Medical remedies had failed to alleviate the vertigo and he (Mr. Macbeth) had been driven to expose the semicircular canal and inject alcohol. This had proved fairly successful. He wondered how often such drastic measures were found necessary in these cases.
MIr. SCOTT STEVENSON said that he had suspected for a long time that many cases of nerve deafness, even though the incidence of syphilis was diminishing, were really of syphilitic origin. He was inclined to agree that some cases that appeared in the thirties and forties were of congenital origin. He only wished that it was possible to carry out here the measure which Jackson carried out in Philadelphia, namely, to have the Wassermann test done as a routine in the case of every patient admitted to the clinic.
The PRESIDENT said that he had seen the dissociation of labyrinth signs of which Mr. Watkyn-Thomas had spoken. Indeed the one constant thing about the labyrinth signs of syphilis was their inconstancy. In the other conditions affecting the labyrinth it was usual to find that the functional signs corresponded to the objective signs and the objective signs as regards rotation would correspond more or less with those of the other tests. But in syphilis this dissociation of signs was frequently observed. With regard to Hennebert's " fistula " sign he had tried it for some time, but he was never satisfied that he got a good-going nystagmus. Ramadier and others took quite a different view, however.
Some otologists were so impressed with the loss of bone conduction as one of the earliest possible signs that they propounded the idea that the otologist could often diagnose syphilis in a patient earlier than any other branch of the profession merely by making the bone-conduction test. That, however, was rather far-fetched.
He was very pleased to hear that Dr. Nabarro was not so pessimistic on this subject as he was himself, but his own view was supported by most of the continental writers so far as he had been able to read their papers. There might be cases of mixed deafness, partly catarrhal, of the kind which he had carefully referred to two or three times in his address, where the deafness was really of a passing type, due to a mucous membrane syphilitic lesion in the nasopharynx.
He fully agreed with Dr. Nabarro in what he had said about their duty to the children, but he was not sure that he agreed with his statement concerning third-generation syphilis. He had not had the opportunities Dr. Nabarro had had of studying the subject, but he had been interested in it and examined it as far as opportunity offered. Hutchinson, of course, did not believe in thirdgeneration syphilis. He thought that was the opinion he finally held after coming across sev3ral cases in which he suspected he was on the track of it. He himself had been on the lookout for it, andI he remembered one case in which a mother came with a child with the early type of congenital syphilis. The child showed deafness, and the mother herself had interstitial keratitis with a positive Wassermann. He didI his best to get the husband along in order to have him examined, because, if he had been negative, there would have been a strong presumption of thirdgeneration syphilis in the case. But the fact that the husband was so shy about coming in spite of his wife's endeavours to get him to come rather suggested that he might be the subject of syphilis himself and that the child had inherited from that side.
He had been interested to learn that Mr. Layton did not find the ages of onset the same as those which he had quoted. It was generally accepted in the literature that the late form of ear affection began most frequently between the ages of 8 and 15 years, though there were examples of the condition at later ages, of which he had himself quoted two or three. With regard to the cases at an advanced age, 45 and 47, which he had quoted, these had distinctive signs of the congenital condition. That raised a question which Dr. Nabarro might be able to answNer better than himself, namely, as to whether a congenital syphilitic man or woman might also contract the acquired disease. There was a difference of opinion about that.
Dr. NABARRO (in reply to the President) said that he had seen a case of a woman aged 38 w\ho developed congenital general paralysis of the insane; so that presumably ear trouble might come on at the same age, or possibly even later. He was quite certain that this woman, who had never been treated before, was herself a congenital case, and she ha(l a child with the congenital disease. She had also a brother who had interstitial keratitis at the age of 36.
The PRESIDENT, proceeding with his reply, said that Mr. Davis had raised the question of tables; owing, to shortness of time he had refrained from referring to tabes in his paper. He had n-ne cases of deafness associated with tabes, and eight of them were the ordinary neurolabyrinthitis of the acquired condition while the other corresponded to the otolabyrinthitis type. This last case, that of a woman, came to him completely deaf, so that all communications with her had to be in writing. She came into his consulting room with a wide staggering gait, she had Argyll Robertson pupils, and loss of knee-jerks a typical tabetic. He looked upon her as a case of nerve deafness. \Vhen she paid her second visit the ears were discharging profusely. He ptut the case down as one of otolabyrinthitis, but this was not a common condition.
Mr. Flett had mentioned arsenical poisoning. He had not had any cases in which arsenical poisoning was suspected; what he had stated on this subject was quoted from a very well-reasone(I monograph by Ramadier entitled La Syphilis de l'Oreillel, in which he had gone into the q(uestion in a manner that had satisfied him at any rate as being very sound.
TMr. Macbeth had asked about vertigo. He had had all degrees of giddiness, including cases of people who could not walk without assistance or who fell downstairs. The giddiness passed off just as it did in Meniere's disease and in the other cases in which vertigo was a symptom. He thought it was equally amenable to improvement by the ordinary drugs that one used. The giddiness responded to treatment, it was the deafness which one apparently could not cure at all by any measures. The treatments employed were all given with the aim of suppressing excitability, not of restoring function.
Mr. Scott Stevenson hal gi-ven him his support with regard to the interpretation of the late cases. He agreed with him that it would save a great deal of trouble if a WVassermann could be taken every time a patient came inside the doors, either of our private consulting rooms, or of our clinics. But there again it would not be the last word in the matter. It was generally held that if all congenital syphilitics were taken of all ages not more than two-thirds would be found to giv-e a positive \Vassermann. 1 Bull. nidd. Paris, 1922, 36, 965-969.
